Introduction
Human Trafficking, also known as modern day slavery is distinctively different to people smuggling and recognised as a global public health epidemic, carrying with it significant debilitating effects for exploited individuals [1, 2] . It reflects a profound violation of human rights, with frequent bouts of violence, the stripping of identities and the denial of freedom of movement [3] .
Human Trafficking and the notion of slavery is often presumed as a problem of the past, although such views are not reflective of the current situation (UN Office for Drugs & Crime [4] . In 2016, the Gallup surveys estimated that 45.8 million people across 167 countries, were forced into some type of exploitation, although, Human Trafficking is often a hidden crime and as such statistics should be interpreted with caution [5] . In the UK, the implementation of the National Referral Mechanism (NRM) has helped identify and quantify the prevalence of Human Trafficking [6] . However, this data only captures victims who are referred into the NRM and individuals who decline referral remain significantly underrepresented [7] . In 2016, 3805 potential victims were identified through the NRM; a 17% increase in comparison to 2015 [6] . The uncertainty of the true prevalence of Human Trafficking, remains a significant challenge in the identification and care of victims [7] .
The NRM's mandate is to support the identification of
What is known about this topic?
• An increasing number of victims are falling into the hands of Human Traffickers
• Victims of Human Trafficking are predisposed to poor health exacerbated by limited access to healthcare services
What this paper adds? This paper:
• Describes the complexities that victims face in accessing healthcare services
• Suggests interventions that are required to promote equality in service provision
• Describes a need for more collaborative working across organisational boundaries and a shift away from working in silos Suggests a shift towards proactive rather than reactive care management victims and ensure appropriate management and subsistence is provided [8] . First responders such as the police, social services and authorised third sector agencies are trained to undertake the initial NRM assessments. These are then passed to the competent authorities for a decision to be made on whether there are reasonable grounds to believe the individual is a victim of Human Trafficking. The asylum process is separate and independent from the NRM, although, the conflation of the NRM/Asylum and frequent 'abuse of processes' has been previously noted (Anti-Trafficking Monitoring Group; unsurprising given that the Home Office is one of the competent authorities [8] [9] [10] . The acknowledged that the NRM is not currently fit for purpose and at its worst, flagrantly disregards professionals' views.
The most widely cited definition of Human Trafficking is from the 'UN Protocol to Prevent, Supress and Punish Trafficking in Persons' [11] :
'The recruitment, transportation, transfer, harbouring or receipt of persons, by means of the threat or use of force or other means of coercion, of abduction, of fraud, of deception, of the abuse of power or of a position of vulnerability or of the giving or receiving of payments or benefits to achieve the consent of a person having control over another person, for the purpose of exploitation'.
The notion of vulnerability is closely associated with trafficked victims. The UNODC (2008) identified that it is common for traffickers to prey on individuals who find themselves disempowered, vulnerable, impoverished, disabled and socially excluded [12, 13] . Furthermore, Human Trafficking, with substandard living conditions and barriers to healthcare result in poorer health including increased rates of mortality and morbidity [14] . The National Institute for Health and Clinical Excellence identified the importance of ensuring that seldomheard groups have seamless access to healthcare services [15] . It is acknowledged that factors including homelessness, asylum seeking, language barriers and a lack of individual knowledge regarding the benefits of accessing healthcare can all act as barriers. However, it is recognised that if clear provisions are tailored towards the characteristics of the most commonly identified vulnerable groups then barriers will be significantly reduced [15] [16] [17] [18] .
The effectiveness of delivering psychological therapy to victims, remains poorly evaluated, systematic review by Hemmings et al. [19] identified that victims of Human Trafficking frequently suffer post-traumatic stress disorder (PTSD) and complex medical, physical, psychological healthcare needs. Furthermore, recognised that Mental Health professionals are in a pivotal position to support victims of Human Trafficking and acknowledged a professional duty to ensure victims are referred to the necessary care and treatment [20] .
Westwood et al. [21] identified that despite profound physical and psychological health comorbidities associated with Human Trafficking, there remained a lack of knowledge around victim's personal experience in accessing healthcare. The crosssectional survey of 136 victims explored the utilisation of health care services during and post exploitation. The survey identified several barriers, including traffickers interpreting for victims and victims being denied access to healthcare services without official papers. Recommendations included, an emphasis on the need for better guidance and training to improve health professionals' awareness, but also acknowledged the need to reach out to frontline staff. Therefore, supporting equitable healthcare regardless of residency status. Advocacy support to enable access was also considered as a critical component to breaking down barriers. The need for better awareness and specialist educational training packages for health professionals [21] [22] [23] [24] . In addition, supported the implementation of designated referral pathways and protocols aimed at providing a better overall service for victims.
Some studies have explored health professionals' views around barriers associated to accessing healthcare, although, this has primarily focused on a generalised concept, such as ethnicity, asylum seekers and refugees [18] . The literature looking at the connections to Human Trafficking and health is sparse or dated, particularly from a third sector's perspective [25] . Since BAWSO's [25] report, new community and Government initiatives have been implemented in Wales to tackle some of the gaps within service provision. Further exploratory work was therefore indicated to ascertain whether the previously identified challenges remain for victims when accessing healthcare.
Research Aims and Questions
The aim of this study was to identify and explore with leading third sector support workers, any barriers to accessing healthcare experienced by victims of Human Trafficking.
The main objectives were:
1. To explore with third sector workers their knowledge and personal experience in relation to supporting victims of Human Trafficking accessing healthcare 2. Assess whether community/health service projects have helped support victims 3. Identify any specific health sectors that present barriers in accessing care
Methods
A qualitative research approach was conducted through a focus group discussion. Agency representatives were used as a proxy for the experiences of trafficked individuals accessing care. This method was chosen as professional support workers have a deep understanding of the potential challenges that victims of Human Trafficking experience. Qualitative research exploring Human Trafficking, has been noted to be an invaluable resource, providing a deeper understanding of the true extent of the posed challenges that victims are presented with Hennink, Hutter and Bailey [26] .
Recruitment
The third sector agency representatives invited to take part in the focus group were primary leads involved with victims of Human Trafficking in Cardiff & Vale (C&V) University Health Board. Some agencies had cross national representation with the asylum process and Human Trafficking agenda; others represented smaller local bespoke projects. All agencies represented had experience of the challenges faced by victims of Human Trafficking. Electronic invitation letters, along with a Participant Information Sheet (PIS) were sent to Directors of all third sector agencies, requesting their support workers' involvement in the research. After receipt of the nominated names of participants by email, this was followed up with a phone call. This provided an opportunity to clarify the study's aims and objectives. After receiving acknowledgement and nominated names, an email was sent to the recommended potential participants along with the PIS. The only inclusion criteria for recruitment was previous or current experience in supporting victims of Human Trafficking.
Ethical approval
Ethical approval was obtained from the University of South Wales. An electronic PIS was developed and provided to potential participants by email. To support confidentiality and anonymity, ground rules were discussed, and each participant chose a pseudo name prior to the focus group commencing. Any identifiable information that was disclosed during the focus group, was anonymised on transcribing. The audio recording was destroyed following transcription.
Data collection and analysis
One 80-minute focus group of six participants with representation from third sector agencies was conducted in November 2017 in one of the third sector agency offices, at a central city location. The discussion was facilitated by moderators EB and JS. Although, the moderators were flexible in their approach, a topic guide was used to facilitate and guide discussion ( Figure 1 ). Participants included support workers with experience of working with male victims, female victims and as acting advocates for children.
The focus group was audio recorded and professionally transcribed verbatim. The transcript was independently read and re-read by the first author (EB) and then thematically analysed using a coding framework. Themes and sub-themes were identified. The transcription was kept securely on a passwordprotected computer and within a password-protected word document. Only the first and second authors (EB, JS) had access to the transcription.
Purposeful sampling was utilised to reflect a cross section of the lead third sector organisations across C&V with a view to recruit between 6-8 participants. The identified sample size and sampling method was deemed by the authors as the most applicable for the purpose of this study, as acknowledged by Robson and McCarten (2016) [27] . Of the 14 participants initially invited, 8 agreed informally via email to take part; representing 9 leading third sector agencies. Of the 8 who expressed interest, 6 were recruited and actively participated; representing 4 leading third sector agencies ( Figure 2 ).
Results
Four overarching themes emerged from the analysis, a call for improved access to treatment for mental illness, improved knowledge and training of health professionals, the complexities of navigating two systems (NRM/Asylum Process) and victim's self-identification ( Figure 3 ).
Further mental health provision required to support victims of human trafficking
The need for improved access to mental health services was recognised by all participants. Current services were described as inconsistent and disjointed:
Aisha Access to mental health is honestly very, very difficult.
We have people telling us that they're feeling suicidal and they will discuss thoughts of self-harm. But taking them to the GP What is your experience in supporting victims of human trafficking?
What are the challenges or support needs for victims of human trafficking?
An aspect I am particularly interested in, is health access and registration of patients?
What is the impact of the asylum process and the National Referral Mechanism (NRM) having on victims affected by human trafficking?
Are victims who are destitute and have no recourse to public funds prevented to registering with primary care services?
Are translation services and provision of information a concern?
Is training a concern?
Is continuity of carer a concern?
Are there specific health disciplines considered to be more of a concern regarding access than others? Most participants expressed concerns of the potential overuse of medication in managing victims of Human Trafficking psychological trauma. They voiced concerns around the 'blanket solution' of prescribing and with no exploration of the wider picture during health consultations. Participants did mention that selective serotonin reuptake inhibitors (SSRI's) were an effective component of mental health management, but urged for this to be in collaboration with psychological therapies which was reported, to be currently limited for victims: One participant, described that the provision of psychological therapy for members of the Black and Minority Ethnic (BME) communities was inadequate. Prescription of SSRI's over therapeutic support, was often identified as being the common course of action recommended for BME members:
Sky I had a client that came to me the other day who had been given medication. I think everyone who claims asylum gets given anti-depressant medication. They don't get explained what it is, they don't get offered other resources to health first, they just get handed medication. It's become the norm.
Sue I went to a recent presentation around mental health and regardless of language, the BME community in general get medication as a first option far more. The figures they gave were amazing.
Due to language barriers access to websites and leaflets was also raised as an added challenge for victims: 
Sky There should be more training on how to identify victims of Human Trafficking, because often victims themselves don't know that they have been trafficked.
Despite concerns around health professionals' knowledge, experience and early identification of victims, specialist health facilities were mentioned as a pivotal service in supporting victims of Human Trafficking. Maternity services were also identified as a service ensuring best practice:
Sue A positive experience I have witnessed within health is an increased awareness of staff on maternity wards of the existence of Human Trafficking and the looking out for any strange people that don't fit in with the pattern of everything else and raising it as an action.
As previously highlighted, ensuring equality, was recognised as a fundamental principle that required embedding into the infrastructure of the health service. Participants reported that this included the assurance of professional interpretation systems being available for any individual who does not speak English. Although, several cases were raised around little or no interpreters being facilitated during health reviews. One participant highlighted a case where a victim was discharged home from a healthcare facility after attending in mental health crisis, with no discourse via a professional interpreter: 
Sky …. my experience of people going to A&E is that they do not always get offered an interpreter, one lady attended hospital with pain in her leg and obvious mental health issues and they just gave her paracetamol and did not explain to her what it was, she thought it was to help her sleep.

Jameela I have had to use our own third sector interpreters
Navigation of two complex systems (NRM and asylum process)
Several participants referred to the overemphasis on immigration status rather than identifying victims of Human Trafficking as 'victims' and their individual healthcare needs. It was discussed that if victims had no NHS number, Asylum Registration Card (ARC) or Home Office documentation available, then patients could be turned away from generic GP surgeries or dental practices:
Catrin I think that's generally what seems to be happening, is that the judgement is made on a person's immigration status rather than their actual healthcare need.
Aisha The main issue does seem to be that they're seen as asylum seekers first and victims of Human Trafficking second.
Other cases raised by participants illustrated how barriers to secondary care services until dispersals from Home Office initial accommodation took place, remained a concern: The complexities of coordinating two processes were recognised as a significant and debilitating concern for victims. The identified barriers in association with health needs included an exacerbation of and deterioration in mental illness:
Catrin The challenges are that people are navigating two systems, the asylum system which includes the asylum case and asylum support which is complex. Then the trafficking NRM process parallel to that.
Sky There is also no legal aid for someone's status that is precarious during the initial trafficking claim, only if the NRM is accepted or towards the end of the process. …. Often victims who are claiming asylum as well as the NRM, will be interviewed at the same time and with no advocate. I think nine times out of ten, victims are alone and it is an intimidating situation.
Zulu When victims are expected to leave refuge, most of them are left street homeless with no fixed abode and no recourse to public funds. As a result, you find that victims turn to street drugs and alcohol as a coping strategy for unmet mental health needs as they are left with limited or no access to services. Perpetrators tend to then target such vulnerable people and force them into re-exploitative situations.
Clear consistent communication and advice regarding both the asylum/NRM processes were recognised as fundamental to support the empowerment and well-being of individuals. Counselling and psychological support are two support measures available for victims under the NRM. Although participants did not explore this in any depth other than mentioning subsistence as a general concept:
Sky The Home Office feel that it is not their responsibility to provide subsistence if victims are receiving NRM subsistence already. It kind of counteracts the purpose of the NRM support though …. A massive shortfall is that of 'advice', clarity on what is going to happen to them and what is involved with the asylum/ NRM process needs to be clearer. I think having that knowledge is important to helping with health.
Aisha They will say if they are getting trafficking support then why should they also get National Asylum Support Service (NASS). They are not understanding that this is completely different, and victims are entitled to both elements of support. This is a huge issue.
Jameela The other issue is NRM decisions take too long.
They say 45 days, but we have got people waiting up to 2 years to receive a conclusive grounds decision. They're then left in limbo….
Catrin I guess it's a systematic failure there to protect people.
Inconsistencies in completion of NRM forms was identified as an issue that can result in victims of Human Trafficking being given inappropriate negative grounds decisions including all subsistence/support removed. Such decisions can leave some individuals destitute with no recourse to public funds and at an increased risk of re-exploitation and poor health outcomes. Study participants were asked to consider if health professionals should be considered as first responders in the NRM process:
Catrin Yes, I think health should be first responders, because often people will disclose more to health workers and there's an element of trust already instilled, before going to third sector agencies.
There was variation in opinions regarding health professionals becoming first responders. Some recognised the potential of increased disclosures, whilst others reported the complexities of the NRM/asylum processes and felt it could also negatively hinder health engagement, if a negative grounds decision was made:
Catrin There are issues however with the whole NRM process and particularly looking at the screening notes and the asylum claim; it's almost like a catch-out of credibility, so I guess health would be dragged into that. 
Aisha Touching on whether health should be NRM first responders, I think is a good idea in the sense that the health
Discussion
The scope of the support workers role in advocating for victims of Human Trafficking, was described as increasingly varied and 'no one situation, the same as another'. The challenges and vulnerabilities that victims commonly faced were reported to be diverse in nature with various connotations for health. Disparity and lack of equality of access to services was widely discussed, as were language barriers, identification of victims by health professionals, victim self-identification and the complexities of the asylum/NRM processes. Similar to the findings of the focus group identified that a culture shift was needed to support co-partnership working across the organisational boundaries of health, third sector and the Home Office [27] .
A recurrent concern voiced by participants was the existing ill-equipped mental health provision available for victims. In addition, the 'blanket solution of medication' with little discussion around the value of combined management such as psychotropic medication and psychological therapy together. It could be argued that this is because participants have had little experience in supporting victims who have received both elements of treatment or whether psychological therapy is as limited as expressed by participants.
Preventative measures within mental illness are fundamental in moving away from reactive and crisis care management, as noted with the launch of the National 'Improving Access to Psychological Therapy' (IAPT) Programmes [28] . Furthermore, decrease any associated Adverse Childhood Experiences (ACEs) from mismanagement of maternal health needs. Holistic mental healthcare is cost effective, with substantial savings for physical health services and the wider economy [29, 30] . Although, considerable variation with IAPT currently remains and whilst working more prudently would lessen financial pressures longterm, initial investment for increasing IAPT programmes is required [31] .
Some discussion included BME communities and nonEnglish speaking individuals having less access to psychological therapy compared to other ethnic groups. Individualised care specific to each victim's needs was recommended, regardless of ethnicity, language spoken or mental illness. This is not dissimilar to previous findings across the UK and already shared initiatives are being implemented to actively engage BME communities with IAPT programmes [32] [33] [34] [35] .
Promoting awareness of Human Trafficking and the safeguarding agenda were identified as invaluable to safeguarding victims' health needs, although, current experiences were variable and clinicians were thought to be illequipped to lead on the management of victims. If equity of services is to be ensured and a shift away from immigration status influencing healthcare provision is to be achieved; robust training in identification and management is paramount, with training reaching frontline health and housing staff. This is not dissimilar to what is already supported within the literature as a way of decreasing barriers and promoting service access [36] [37] [38] .
The complexities of coordinating the two NRM/Asylum processes were considered as challenging and potentially risky for victims of Human Trafficking. In keeping with the implementation recommendations of the dedicated Human Trafficking Multiagency Risk Assessment Conference (MARAC) (Cardiff Council 2013), clear consistent advice and sharing of information was recognised as being instrumental for victim's safety and wellbeing [39, 40] . The NRM was illustrated as often being mismanaged and further training with statutory first responders was suggested, particularly involving the police and social services. Inappropriate, negative grounds decisions led to numerous challenges for victims. This included the abrupt cessation of subsistence, potential re-exploitation and impact on health access. The concept of health professionals becoming first responders sparked a variation in opinion. Specialist health teams supporting victims on a regular basis were deemed an asset. Although, it was believed involvement of health staff with limited knowledge and experience of asylum processes could lead to more inappropriate negative grounds decisions. Generally, third sector participants wished to remain an integral part of the NRM.
Continuity of carer, interpretation services and the sharing of information were all suggested to be empowering of individual's self-identification, ensuring safeguarding of victims and the promotion social integration. It is considered that promoting self-identification will aid in the capturing of the true scale of exploitation and support the evolvement of new service provision. This is not dissimilar to the DOH (2015) 'PROTECT report', a mixed-methods research programme [16] . However, it was questioned whether health professionals can empower victims to self-identify, if limited awareness and misconceptions amongst professionals remain. Whilst all are important components to be considered, this requires a collaborative response effort and shift away from 'working in silos'.
Study limitations and next steps
Despite being small scale, the study captured a rich dataset. The authors acknowledge that the findings reflect the experiences of the participants involved and other support workers may have raised different issues. Similar to research, which explored pregnant victims' experiences and health care needs future research should recruit victims directly [21] . Little research has been undertaken directly with victims accessing generic health care, including dental, primary care and mental health services. Further exploration of the current challenges that health professionals face when supporting victims also warrants investigation, as does whether BME individuals are less likely to be offered or engage with psychotherapy. In addition, the efficacy and cost effectiveness of psychotherapy for victims requires evaluation.
Conclusion
This qualitative study explored third sector agency experiences in supporting victims of Human Trafficking accessing healthcare. A focus group of six participants was held and thematic analysis derived four overarching themes from the data: a call for improved access to treatment for mental illness, improved knowledge and training of all health professionals, joined up working to support the navigation of two processes (NRM/Asylum) and empower individuals to self-identify.
The study highlighted the associated vulnerabilities and complexities that victims commonly face when accessing healthcare. Participants emphasised the need for ensuring fair and transparent services for all victims affected regardless of ethnicity, trauma or language spoken. A wide discussion was had around the need for improved access to psychological therapy, but also acknowledged the need for further exploration of the long-term efficacy for victims. In addition, improved educational awareness for health professionals and frontline staff in identifying and managing victims was suggested. However, it was acknowledged that this would require a shift in culture and a move away from judging healthcare need on immigration status. Empowering victims to self-identify was also recognised as a pivotal factor to help in integrating individuals into society. However, for healthcare provisions to improve and evolve as suggested from this research, the Government and NHS need to financially commit to resourcing services to ensure service outcomes are achieved [41] .
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